THE patient was a woman of 62 years of age. The personal history revealed nothing relevant. The present affection dates back about eight months,. and was attributed by the patient to a fall. Following this fall she had pain in the epigastrium and had vomited frequently. The vomiting increased in frequency, and recently had been very copious. She was conscious of many gurgling and splashing sounds. She had been very constipated and had lost two and a half stones in weight. There is a history of one attack of muscular cramps in the limbs which were thought to be due possibly to an attack of tetany following the excessive vomiting.
The abdomen was opened under gas and oxygen combined with local infiltration of the abdominal wall. The stomach was not unduly enlarged, and the pylorus was normal. No lesion was found in the gall-bladder, liver, or pancreas.
In the free edge of a large gastro-colic omentum, four distinct lumps were found, each about the size of a walnut, firm in consistency and a reddish brown in colour. The only other lesion found was in the appendix, which was somewhat enlarged and presented the same reddish-brown colour as the masses in the omentum. The appendix and the four lumps were removed and sent for pathological examination. The patient died fourteen days after operation.
Dr. J. A. Fisher reported that the appendix was the seat of a primary adenocarcinoma, and that the omentum tumours were secondary deposits.
The following points are perhaps worthy of notice:
The epigastric pain and vomiting were probably due to appendicular obstruction distal to the tumour, but it is difficult to account for the copiousness of the vomit and the amount of wasting.
The manner in which the secondary deposits were stretched in a row along the free border of the omentum suggests that these four points of the omentum were in successive contact with the appendix, and that the secondaries grew by direct transference of the tumour cells.
The rarity of carcinoma of the appendix is in striking contrast to the frequency of its other pathological weaknesses. In a series of 13,000 appendices, Riemann reported seventeen cases of a new growth, or an average of just over one in a thousand. It is important to distinguish two forms of the disease, carcinoid tumour, which is much the commoner form, and a true adeno-carcinoma. The former is usually found in young people; it occurs near the tip of the appendix and, though locally malignant, does INTRACRANIAL involvement in Hodgkin's disease has been described on numerous occasions. Spinal involvement is somewhat rarer, although one authority states that fourteen per cent. of all cases of Hodgkin's disease show pathological changes in the spinal cord.l Up till 1931 only forty-three cases had been recorded in the literature, and three more were added in that year by Weil, whose review of the subject appears to be almost a classic. The British literature contains a few references, including one by Carslaw andc Youllg,2 in which Young gives a minute and excellent pathological description of one case.
The object of adding one more case to the literature is to draw attention to this complication and to discuss attempts at treatment.
J. F., aged thirty-two years, was admitted to the Ards District Hospital on the 22nd March,. 1937, suffering from loss of power of arms and legs of four months' duration, and accompanied by great pain referred to the cervical region and radiating down the right arm.
His previous history was that he had been in the Royal Victoria Hospital about three years before with glands in the neck. One of these had been removed, and Hodgkin's disease had been diagnosed. Gordon's test had been done, and this was positive. He had been given deep X-ray treatment and the glands had disappeared. Glands had been found in the axille, and these were also successfully treated with the X-rays. One year ago he had noticed some weakness of his leg, which had improved with X-rays to the back. Paralysis, however, progressed, and the X-rays were repeated without benefit.
On examination of the central nervous system, the pupils were unequal; ptosis, enophthalmos, and small pupil were present on the right side; otherwise the cranial nerves were normal. The right arm was paralysed, and the left was very weak.
Abdominal and spinal muscles were paralysed, as also were the legs. Anasthesia was present to light touch on the inner side of the hands and arms, and the trunk below this level. Anaesthesia to pinprick also included the outer side of the arm as far as the elbow. Hyperaesthesia was present above the anesthetic area on the trunk and almost reached the clavicles. The reflexes in the right arm showed the biceps jerk to be absent, and the supinator and triceps jerk to be present. The left arm triceps jerk was doubtful, but the other reflexes were brisk. Abdominal reflexes were absent. Knee jerks brisk. Ankle jerks brisk; ankle clonus was present. Both plantars were extensor.
The patient had retention of urine after admission, and required catheterization.
